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 Y 000 Initial Comments  Y 000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

This Statement of Deficiencies was generated as 

a result of a complaint investigation conducted on 

your facility on 6/8/09.  This State Licensure 

survey was conducted by the authority of NRS 

449.150, Powers of the Health Division.

Complaint #NV00022181 was substantiated.  See 

Tag Y878.

 Y 878

SS=G
449.2742(6)(a)(1) Medication / Change order

NAC 449.2742

6. Except as otherwise provided in this 

subsection, a medication prescribed by a 

physician must be administered as prescribed by 

the physician.  If a physician orders a change in 

the amount or times medication is to be 

administered to a resident:

(a) The caregiver responsible for assisting in the 

administration of the medication shall:

      (1) Comply with the order. 

 

This Regulation  is not met as evidenced by:

 Y 878

Based on record review and interview on 6/8/09, 

the facility failed to ensure that 1 of X residents 

received medications as prescribed (Resident 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 878Continued From page 1 Y 878

#1).

Findings include:

Resident #1 was prescribed Metformin ER 500 

milligram (mg), two tablets before dinner for 

lowering blood sugar.  The facility attempted to 

contact the resident's son in April of 2009 for him 

to fill the medication order.  The son did not 

respond and the facility obtained the resident's 

medication on 5/1/09.  The administrator reported 

the facility would provide medication assistance 

for the resident and ensure she received the 

Metformin as of 5/1/09.  On 5/6/09, it was 

determined the medication technician's were not 

aware the resident was to receive assistance with 

her medication and that the resident had not 

received her Metformin from 5/1/09 through 

5/5/09, five doses.  The administrator was 

consulted and she instructed the medication 

technicians to administer Resident #1 her 

Metformin as prescribed.  The resident began 

receiving her medication on 5/6/09.

Severity:  3  Scope:  1
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